Mr. A. M. Desmond: It is important to determine what relationship mutliple carcinomata, presenting as in this case, bear to polyposis of the colon. It is advised that in polyposis, as malignrancy usually occurs in the distal bowel, this event should be awaited and an abdomino-perineal resection then performed. The distal bowel is then observed by sigmoidoscopy through the terminal inguinal colostomy, subsequent resections being carried out if indicated. In this case, the first malignant growth occurred in the caecum and later two others in the pelvic colon; in other words a reversal of the sequence of events stated to occur in polyposis. I therefore feel that as in 25 Y. or more of patients suffering from polyposis, malignant change takes place, more radical measures should be adopted.
Mr. Norman C. Tanner: In this case we performed a Mikulicz type of colonic resection, though our usual procedure is to make a defunctioning proximal colostomy, followed by a radical resection of the colon and end-to-end anastomosis. This has proved to be very suitable, even for aged people, for two nonagenarians and several octogenarians have survived it without difficulty. At one time I used aseptic anastomoses, but stenosis of the anastomosis complicated one or two cases and so I changed to open end-to-end suture with good mucosal apposition. We have never had a general or local peritonitis following this procedure and I do not believe that the slight, almost theoretical soiling at the time of operation makes much difference-it is a continuous leak from the anastomosis which kills and this does not occur in well-prepared defunctioned bowel. If resection and immediate anastomosis is made without a proximal colostomy then a leak would probably be fatal, whether there is an intestinal antiseptic in the faeces or no. Therefore, we rarely omit the temporary colostomy except in a few palliative resections of hopeless cases. History.-Heavy beer drinker in youth. Had pneumonia and malaria. In 1933 he had infective hepatitis. Since October 1947 he has suffered from central abdominal aching pain and the abdomen was getting bigger. In January 1948 the feet began to swell.
Cirrhosis of
On examination.-A slender man, looking fairly well. Distended veins were seen coursing over the upper abdomen and round the umbilicus. There was marked ascites, and the liver was felt to be hard and knobbly.
Investigations.-X-rays of barium swallow and meal, and enema were normal. Blood: W.R. negative. Count normal. Blood proteins normal. Liver function tests: Blood alkaline phosphatase 10 units %. Takata-Ara reaction positive. Colloidal gold reaction negative.
Thymol turbidity test negative (3 units).
The ascites made repeated paracentesis necessary.
Operation.-On March 10, 1948, under cyclopropane and curare. The patient was placed on his right side and a left transverse abdominal incision made, extending into the flank. There was some ascites, the liver was coarsely cirrhotic, the spleen hard and small. There was gross hypertension in all the branches of the portal vein. The spleen was removed, the splenic vein mobilized, and an end-in-side anastomosis made between the splenic and left renal veins, using a Blakemore vitallium tube. The tension was removed from the anastomosis by suturing pancreas to kidney.
Post-operative course.-The patient was treated post-operatively with heparin and had a quiet convalescence, but still has some ascites.
Comment.-There are obvious advantages in the end-in-side operation in that nephrectomy is avoided and experimentally there is some evidence that the tendency to thrombosis is less. Technically this is more difficult than end-to-end union. The problem here is, has the anastomosis remained patent? X-ray shows the tube in position. There has been no haematuria, an intravenous pyelogram is normal, and there is no left varicocele. The advantage of this method of preliminary drainage of the bladder, suggested by J. G. Sandrey,l is that it leaves the abdominal wall undisturbed for a rapid retropubic prostatectomy later. The retropubic is the operation of choice in the aged prostatic with a large adenoma, because healing is quicker and the patient can be sat out of bed immediately. 'See Sect. Urol., Proceedings, November 1948.
